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Double-orifice Epidural Catheters Safe

To the Editor: —1In reporting the hazard of using a
double-orifice epidural catheter, Ward et al. com-
pletely missed the point.! The fact that the catheter
had a single or double orifice was irrelevant. The im-
portant point was that the individual injecting the
solution failed to aspirate for CSF due to an untimely
correction of a kink in the catheter. Therefore, this
accident was secondary to human error and not to any
technical deficiencies in the catheter.

Double-orifice catheters have some theoretical ad-
vantages: a given injection should have a wider distri-
bution in the epidural space; intravascular injections
would be less likely to occur provided the proximal
orifice remained extravascular; if the distal orifice en-
tered the subarachnoid space accidentally and the
proximal one remained in the epidural space, most of
the solution would enter the epidural space because
of the pressure differential ?
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In reply:—We thank Dr. Finucane for his remarks
on our case report. In response to his first comment,
as we stated, the catheter was aspirated prior to each
test dose, and a test dose was given prior to each
reinjection. If Dr. Finucane is suggesting aspiration
after the kink was suddenly relieved, even if thought
of, this would be nearly impossible in mid-injection.

Regarding the supposed advantages of multiple-
orifice catheters, we do not think that less than 1 cm
separation between orifices allows for clinically sig-
nificantly wider distribution of anesthesia; we contend
it is far superior to know the catheter is intravascular
than to depend on the proximal orifice for protection.
By similar logic, we prefer to be aware of subarachnoid
placement rather than hope that “most” of the drug
is deposited epidurally.

Our experience with total spinal anesthesia occur-
ring suddenly and late in the course of use of a con-
tinuous epidural technique is limited, and, at the time
of resuscitation, we were uncertain of the exact cause
of the collapse. The injection of dye through the

Finally, the authors had ample evidence that the
catheter was in the subarachnoid space and, therefore,
I do not believe it was necessary to inject the contrast
material, particularly when the patient was recovering
from a recent cardiac arrest.
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catheter in no way interfered with efforts to revive
this patient, and did help to confirm the diagnosis.

Finally, the central issue of our report is that mul-
tiple-orifice catheters have an additional and, in our
opinion, unnecessary, hazard, which exceeds any
known benefits. We therefore maintain the position
that they should, if possible, not be used to provide
continuous peridural anesthesia.
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